The present work focuses on the choice of the elicitation technique within a contingent valuation (CV) framework. We simultaneously apply three different elicitation techniques to elicit willingness-to-pay (WTP) values for three programs against Alzheimer's disease. First, the dichotomous choice approach is used, which is the standard procedure. However, giving respondents only a yes/no response alternative seems to result in overestimated WTP values. Therefore, we secondly apply the dissonance-minimizing format which screens respondents for their preferences and thus avoids possible yea-saying and protest answers against the payment vehicle. The third format, a modified version of the payment card, allows respondents to express a level of voting certainty and to make less of a commitment. With our findings we show that a well-designed CV method is a suitable instrument for helping decision makers in the health care sector and that the Swiss population favors highly a program which improves the situation of informal caregivers.
Introduction
The contingent valuation (CV) method is one of the most often used methods to measure the value of non-market goods. In hypothetical market scenarios individuals are asked how much a nonpriced good is worth to them. The willingness-to-pay (WTP) questions are constructed by using either continuous or discrete CV formats which vary in their familiarity to respondents and in their potential for biasing WTP values (Donaldson et al., 1998; Johannesson, 1996; Mitchell and Carson, 1989) . The researcher faces trade-offs in constructing a hypothetical program which is familiar to the respondents and reducing possible biases. Therefore, choosing the appropriate elicitation technique is crucial since it can influence the absolute magnitude of welfare estimates and finally the outcome of cost-benefit analyses (Boyle et al., 1996; Ready et al., 1996; Welsh and Poe, 1998) .
In health economics the CV method is reluctantly used. CV results are critized of being not valid, since they depend heavily on the choice of the elicitation and estimation method. However, pressure is increasing that health treatments and programs have to be justified economically, especially if they are meant to be provided by a national health care system or to be included into a benefit package of a mandatory health insurance. Therefore, the importance of the CV method is likely to grow.
The present work focuses on the choice of the elicitation technique within a CV framework. The NOAA panel recommended that applications of the CV method should utilize the dichotomous choice (DC) format, which belongs to the discrete CV methods (Portney, 1994) . However, the DC format is increasingly being criticized of eliciting too high WTP values. Therefore, the support for the payment card (PC) format, which elicits WTP values directly by using a continuous CV format, is growing. Looking at the field of health economics, this debate regarding different elicitation techniques has only just begun (Klose, 1999) . We simultaneously apply different elicitation techniques (dichotomous choice, dissonanceminimizing and payment card format) and different estimation methods to investigate whether claims for more intervention regarding Alzheimer's disease (AD) aiming at releasing the burden of AD patients and/or their caregivers can be justified economically.
Our findings show that elicited WTP values differ substantially with regard to the elicitation technique and estimation method. Results of the discrete CV methods are two to five times higher than those of the PC format. Therefore, the researcher has to be aware of results' sensitivity. A CV study which takes into consideration that there is no one and only but a range of WTP values is nevertheless a suitable instrument for helping decision makers in the health care sector. Finally, we show in a cost-benefit analysis that a program which improves the situation of informal caregivers is valued highly by the Swiss population.
The paper is organized as follows: The evaluated programs are described in Section 2. Section 3 presents the three elicitation techniques. The estimation methods used to compute WTP values are shown in Section 4. The data base is reported in Section 5 followed by the results (Section 6). In Section 7 cost-benefit analyses for the three AD programs are conducted to identify whether an implementation of the programs seems worthwhile. The paper concludes with a summary.
Description of the Evaluated Programs
The chronic debilitating nature of AD makes it one of the most costly diseases. In the U.S. AD is the third most expensive disease (after heart diseases and cancer) with costs to society approaching US$ 100 billion annually which corresponds to 1% of the GDP for the year 2000 (Schumock, 1998; Meek et al., 1998) . Looking at annual costs per AD patient, estimated values differ between US$ 20,000 and US$ 65,000 but most studies arrive at an amount of about US$ 50,000 per year and patient (Ernst and Hay, 1997; Souêtre et al., 1999) . The greatest part of these costs are borne by the patient's family in form of out-ofpocket payments for services and of hours spent for caring the patient without getting any reimbursement.
Despite the fact that AD cannot be cured until now, there are nevertheless several possibilities to ease the burden for AD patients and/or their caregivers. We elicit the preferences of the Swiss population for three possible health care programs dealing with AD.
The first program 'care' tries to ease some of the strain on informal caregivers which provide the bulk of long-term care to people suffering from AD. To elicit WTP for 'care', a scenario is built in which informal caregivers get a training in caring for demented patients. Additionally, they have the possibility to engage a professional nurse for a few weeks per year for free. Respondents were asked whether they would be willing to pay higher income taxes for such a care program to be implemented.
The program 'diagnosis' focuses on an early detection of AD. While no current therapy can reverse the progressive cognitive decline caused by AD, several pharmacological and psycho-social treatments exist which may delay the proceeding of the illness (Small et al., 1997; Mayeux and Sano, 1999) . For these treatments to be effective an early diagnosis of AD is important (Callahan et al., 1995) . However, diagnosing AD is a relatively difficult task since there is still no validated test available. Currently, a first diagnostic tool is a screening interview, which inquires into personal details, family contact, and health state. Additionally, a brief quantified screen of cognitive function such as the Mini-Mental State Examination (cf. Folstein et al., 1975 ) is used. If this first examination results in signs pointing at a possible dementia, a more comprehensive neuropsychological assessment conducted by specialists is needed (Small et al., 1997; van Crevel et al., 1999) . To elicit WTP for an early diagnosis of AD we designed a scenario consisting of a routine dementia screening test. Such a routine test is currently not reimbursed by Swiss sick funds. Therefore, respondents were asked whether they would be willing to pay a higher health insurance premium if such an early diagnosis program was reimbursed by the health insurers in the future.
The third program 'research' focuses on research into curing AD. Intensive research all over the world has led to an increasing understanding of the primary factors causing AD (Vassar et al., 1999; Näslund et al., 2000) . But despite this knowledge, there exists no causal therapy for AD to date. Our scenario asked respondents for their WTP to intensify research on AD at Swiss universities financed with tax money.
All three programs are of hypothetical character, since they are not implemented in Switzerland yet. To render the scenarios as realistic as possible in a CV study, the choice of the payment vehicle is crucial. In Switzerland, there is a mandatory health insurance with a benefit package covering most (but not all) diagnostic and therapeutical services. This mandatory health insurance is provided by private insurers. A big part of health care expenditures therefore is financed with health insurance premiums paid by the Swiss population. But health insurers are not obliged to cover all health care costs. A considerable amount is financed with tax money from the cantons as well. So it makes sense to finance our hypothetical programs with health insurance premiums or tax money, since people are used to both payment vehicles.
Obviously a research program will be financed with tax money. It is also reasonable to finance the program for early detection of AD by including it among the mandatory benefits of health insurance and thereby raising insurance premiums. For the program 'care,' however, income taxes and health insurance premiums seem both to be plausible financing methods which leads us to the decision to elicit preferences separately for a care program financed by taxes as well as by health insurance premiums. We only show results of the tax financed care program here. For complete results see Bonato et al. (2001) .
Elicitation Techniques
To elicit WTP values for the AD programs, three different elicitation techniques are applied within a contingent-valuation study: the dichotomous choice (DC) format, the dissonanceminimizing (DM) format and the payment card (PC) format. In the DC question each respondent is given only one price out of a range of predetermined values. The respondents determine whether their WTP is higher or lower than the price offered. The DC format is the most popular elicitation technique for CV surveys because it is similar to market transactions where people are accustomed to deciding whether or not to buy a good at a specific price. However, in the DC format maximum WTP is not elicited directly, but only as a discrete indicator. It therefore requires many more responses for the same level of statistical precision than an elicitation method which elicits WTP values directly (e.g., PC method). In addition, studies imply that the DC method leads to WTP values which exceed those derived in experimental or real-life markets by far . One possible explanation for the overestimation of WTP values using the DC method is the presence of yea-saying, i.e., the respondents seem to express their motivation for a program instead of giving their true preferences. Therefore, to reduce possible yea-saying we give respondents in a question preceding the WTP question the possibility to show their support for the program regardless of price by asking whether they support the program at all. In addition, instead of using the usual yes/no response, a third alternative (don't know) is given. Following a conservative strategy, respondents who answer their bid question with 'don't know' will be treated as no-responses.
The DM format is an extension of the DC format. Respondents are given five possible statements which distinguish individuals who generally support the program from those who oppose it totally (Blamey et al., 1999) . This should reduce possible yea-saying. In addition, the DM format tests for respondents who protest against the payment vehicle but would otherwise support the program. An example of a DM question is shown in the appendix (the complete questionnaire for all programs and elicitation techniques is shown in Bonato et al., 2001) .
In addition to the DC and DM format, the PC format is applied where respondents are confronted with an ordered sequence of bids. The bids are the same as in the DC and DM questions. Instead of a simple yes/no response alternative, respondents are allowed to choose between five different responses: yes; rather yes; don't know; rather no; no. This gives respondents the possibility to express a level of voting certainty, since it seems that respondents have a distribution of possible WTP values rather than a single point estimate of the value for a good (Welsh and Poe, 1998) . The respondent's WTP lies somewhere in between the maximum amount she would vote for and the lowest amount she would reject. Furthermore, respondents have the possibility to express ambivalence, since they are allowed to make less of a commitment by saying 'rather yes' or 'rather no' than 'yes' or 'no' for sure. Therefore, possible protest answers may be avoided increasing the usable sample size.
Estimation Methods
We estimate WTP of the discrete CV surveys by using a logistic model with the dependent variable being the choice (yes or no) and the explanatory variables being the bid T together with other variables of interest. An individual answers yes if her utility after the introduction of an AD program (ν 1 ) exceeds her utility of the status quo (ν 0 ). The probability of choosing the program can be expressed as:
where
is the difference in utility, α = α 1 −α 0 is a constant, and β is the marginal utility of income y (see Hanemann, 1984) . With increasing price T the utility difference and therefore the probability of a yes answer decrease. WTP values depend crucially on the assumptions made on the functional relationship between the bid and the probability of accepting the bid. Therefore, we additionally apply nonparametric analysis which estimates WTP by simply using the proportion of yes answers at each of the different bid levels (see Kriström, 1990) .
In the PC format, respondents are confronted with an ordered sequence of bids where they choose the maximum amount they are willing to pay. Following Welsh and Poe (1998) we expand the applied PC format beyond the traditional PC format by letting respondents value each price and allowing them to express uncertainty. Therefore, additional thresholds and likelihood of voting yes are included. However, WTP responses are elicited in form of intervals instead of point valuations. T L is defined as the maximum amount a respondent would vote 'yes' and T U to be the lowest amount she would switch to 'rather yes'. WTP then lies somewhere in the switching interval [T L , T U ]. In a nonparametric as well as a parametric estimation approach the WTP values simply are set at interval midpoints which may bias results. Therefore, in a third approach we apply a maximum bounded likelihood model where the dependent variable is measured on intervals of a continuous scale (Cameron and Huppert, 1989) .
Data
At the end of 1999 two pretests were conducted. The first pretest ascertained that the respondents did understand the questions asked. The second pretest focused on the range of the bids used in the WTP questions. In February and March 2000, 1240 personal interviews with individuals aged 18 and older were conducted via telephone in the German part of Switzerland. People were selected randomly by using the telephone book. The sample is representative with regard to age and sex. Besides questions regarding WTP for the three programs, the questionnaire also covered information and familiarity with AD as well as general socioeconomic characteristics.
The whole sample was divided into two main samples: Questionnaire 1 elicited WTP for the two programs 'diagnosis' and 'care', whereas questionnaire 2 investigated the programs 'research' and 'care'. This separation of the programs 'diagnosis' and 'research' was undertaken to avoid bias resulting from a potential embedding effect, i.e., a possible correlation between the responses can occur because respondents do not differentiate between the scales of a program (Poe et al., 1997) . In our study, the programs 'diagnosis' and 'research' may be linked, since early detection makes an effective use of a new cure resulting from increased research more likely. Each of the two main samples was again subdivided into three subsamples according to the three elicitation techniques (DC, DM and PC). In the DC and DM questionnaires, respondents were confronted with only one single bid and therefore a further subdivision of these samples was necessary. We used seven different bids which resulted in a total of 28 subsamples for the DC and DM method. In the PC method a respondent had to value all bids and therefore there was no need to subdivide these samples further.
In Table 1 descriptive statistics with regard to the socioeconomic characteristics are reported. Since the sample is representative with respect to age and sex, the means for AGE and WOMAN display nearly the corresponding values for the Swiss population in general. The variable INFO shows that knowledge about AD is widespread. Nearly a third of all respondents are very well informed about the disease. Only 17% have made direct experiences with AD having (or having had) a close relative suffering from AD (RELATIVE). The variables CHILD, ALONE, SIBLINGS, and PARENT give some insight on the family background of the respondents. About two thirds have children of their own and almost the same percentage has parents who are still alive. 90% indicate that they have at least one brother or sister and only one fifth lives alone. With respect to the remaining socioeconomic variables one can see that about one third lives in big cities (PLACE) and that there are minorities who are well educated (20%, see EDU HIGH) or have a low education level, respectively (13%, see EDU LOW). In the PC format we consider two variants for the calculation of WTP values: The more conservative variant considers only the definite 'yes'-answers as yes-responses, whereas the second variant also includes the 'rather yes'-answers. The parametric and the nonparametric estimations yield almost identical values, though other studies received quite different results depending on the chosen approach (e.g., Cameron and Huppert, 1989; Welsh and Poe, 1998) . Mean WTP amounts to CHF 58 (CHF 57) for the 'yes' variant and to CHF 84 (CHF 83) for the 'rather yes' variant, respectively.
Results
Contrary to the program 'care,' the estimated intercept of the DC and DM variant of the program 'diagnosis' is never significantly different from zero (see appendix for detailed estimation results). This is due to the high amount of respondents opposing the program. The high amount of no-answers causes problems in fitting a logistic model. Therefore, calculated WTP values (especially mean values) must be interpreted with caution. For the logistic DC model a mean WTP (calculated for a maximum bid of CHF 600 per year) of CHF 164 is estimated, whereas for the logistic DM model a mean of CHF 167 results (see Table 3 ). For the nonparametric DC (DM) model, mean WTP amounts to CHF 168 (CHF 180) per year. However, because of the high opposition rate for this program, we believe that mean WTP elicited with the discrete CV method (DC and DM) are generally too high. Median WTP values are much smaller for both elicitation and estimation methods. Again, the PC method yields the lowest mean WTP values (between CHF 53 and CHF 65 per year depending on the voting certainty). We next present the results for the tax financed research program (Table 4) . For the logistic DC (DM) model a mean WTP of CHF 201 (CHF 177) is estimated. Mean WTP resulting from the nonparametric DC (DM) model amounts to CHF 187 (CHF 171). Again, the PC method yields the lowest WTP values (between CHF 100 and CHF 128 depending on the certainty level). However, the difference to the other two elicitation techniques is smaller than in the programs 'care' and 'diagnosis'.
Comparing the results of the DC and DM format for the three programs shows that the DC method generally elicits higher mean WTP values for both estimation methods (logistic Welsh and Poe (1998); Hackl and Pruckner (1999) . The PC method yields amounts which are two to five times lower than results from the discrete CV method (DC and DM). The DC method generally elicits the highest mean and median WTP values. The DM method therefore indeed seems to mitigate some problems like yea-saying resulting in lower WTP values.
Cost-Benefit Analysis
To identify whether a program's benefits exceed its cost a cost-benefit analysis for each of the three AD programs is conducted. From a conservative point of view the implementation of a program seems worthwhile as long as the program's benefit (WTP), computed with the lowest value (PC method) exceeds its cost and hence generates a net social benefit. Cost-benefit analysis is based on the principles of welfare economics. The general decision rule in cost-benefit analyses is that a project should be carried out if the net benefits are positive. This is in accordance with the Kaldor-Hicks compensation principle and therefore leads to a potential Pareto improvement (see e.g., Drummond et al., 1997) .
In addition, the cost-benefit analyses can be used to derive a ranking for programs. The more net benefits a program generates to society the more favourable its implementation is. The ranking of programs is important if they are competing, i.e., it is only possible to carry out one of a number of programs (see e.g., Johannesson, 1996) .
The cost of the program 'care' per AD patient (consisting of a two-day course for informal caregivers and the hiring of a professional nurse for four weeks) sum up to about CHF 9300 per year (according to the health department of the city of Zurich and the Swiss Nurses Association). In Switzerland, 32,000 AD patients are cared for by informal caregivers at patients' homes (Volz et al., 2000) . Therefore, if all of these patients were to take advantage of the care program, maximum possible costs of CHF 298 million would arise. These costs are then compared to the elicited benefits which are calculated by multiplying the elicited WTP values with the number of the Swiss population of 18 years and older. Table 5 shows that the choice of the elicitation technique affects results in a substantial way. While the DC and DM method always lead to a considerable positive net benefit between CHF 483 million and CHF 1270 million per year, the PC method yields significantly smaller values (between CHF 21 million and CHF 164 million). However, it is more realistic to assume that not all patients will enroll in the care program what will lead to higher net benefits. Therefore, from a societal point of view the implementation of the program 'care' can be recommended. Another possibility is to use the median voter theorem (Mueller, 1989 ) which leads to a cost-benefit analysis on an individual level since median WTP of the program is compared to cost per capita. This form of cost-benefit analysis is interesting for countries with strong democratic institutions like the U.S. and Switzerland. Both political systems contain elements of direct democracy which makes referendums about single programs possible. The political decision makers of these countries are therefore not only interested whether a program generates more benefits than cost, but whether it would pass a potential referendum. Looking at the median voter, we obtain a recommendation for the program 'care' as well. Again we are using maximum possible cost yielding CHF 54 per person on average. Compared to the median WTP values of CHF 266 and CHF 142 (DC and DM), a net benefit of CHF 212 and CHF 88 results which will lead to an acceptance of the program in a possible referendum since more than 50% of the voters exhibit higher benefits than cost.
The program for an early diagnosis of AD is described as an office-based dementia screening test. It is based on a routine diagnostic investigation with regard to cognitive functions like concentration and memory. If, after this routine investigation, persons are suspected of having AD, a more comprehensive assessment takes place to check whether the diagnosis is true. Such diagnostic tests for dementia already exist and they are relatively cheap. According to the health department of the city of Zurich average cost of such an interview based routine screening are about CHF 75 per patient. If a more comprehensive assessment becomes necessary, additional costs of CHF 2000 arise. The average incidence of AD for a population aged 65 years and older is about 2.5% (see Hebert et al., 1995) resulting in 25,600 new cases per year for Switzerland. Therefore, we assume that the suspicion rate-calling for the more comprehensive assessment-will not be higher than 5% of all persons enrolled in this screening program. Maximum costs occur if the whole population aged 65 years and older (about 1 million people in Switzerland) were to enroll. Therefore, our benchmark scenario consists of a participation rate of 100% and a suspicion rate of 5% resulting in maximum total cost of CHF 175 million per year. The net benefit (total WTP minus total cost) is positive (between CHF 100 million and CHF 744 million) for all but one (Median, DC) elicitation techniques (see Table 6 ). Median WTP in the DC method is computed using statistically non-significant estimation coefficients which leads to this very low value. Therefore, the values for this method have to be treated with caution. Again net benefits will rise when using more realistic participation rates. Since net benefits are positive even when the suspicion rate is doubled (not shown), we conclude that the implementation of the program 'diagnosis' generally can be recommended. But even if the cost-benefit ratio is favorable from a societal point of view there is no guarantee that the program would win a referendum. 46% of the DC respondents opposed the program 'diagnosis' in general. Though WTP of the other 54% still outweighs the costs of implementation, a referendum would only succeed-assuming everyone votesif median WTP is higher than cost per capita. Using the DM values, a suspicion rate higher than 10% (with a participation rate of 100%) could already lead to a failure of the program in a referendum. However, arguing with more realistic, lower usage rates will reduce implementation costs to an amount where the program would be accepted by the median voter. Looking at the DC values, the program 'diagnosis' would never pass a referendum.
In the program 'research' universities are supported with tax money in their search of a cure for AD. Cost-benefit analysis for this program can be conducted very easily. If WTP per capita is projected to the entire Swiss population this yields the yearly maximum amount of tax money to be spent for AD research. This amount again differs substantially with regard to the elicitation technique (see Table 7 ). When looking at the mean and median values the range of this maximum amount lies between CHF 561 million and CHF 1056 million. A positive net benefit is guaranteed if not more than the lowest WTP value (CHF 561 million) is spent to intensify research on AD resulting in maximum net benefits of CHF 495 million per year. Table 8 summarizes the results of the cost-benefit analyses. From a societal point of view, all three programs generate a positive net benefit (under reasonable assumptions). Therefore, implementation of each program can be recommended. However, the question arises whether all three programs could be implemented together. Since we elicited respondents' WTP for each program separately, our data does not allow to answer this question. When implementing only a single program one therefore has to decide which of the three should be chosen. The program 'care' generally generates the highest net benefits and its implementation seems to be most worthwhile. Comparing the program 'care' and 'research,' net benefits of the former are always higher. Since nearly 50% of respondents opposed the diagnosis program but only about 20% the research program, we conclude that the latter is more likely to win a possible referendum. Therefore, based on comparison of social costs and benefits, the ranking of the three programs seems to be 'care', 'research', and 'diagnosis'. One major drawback of the CV method is that WTP for a commodity is usually elicited isolated from other commodities. Our study focuses only on AD and does not consider other diseases. Therefore, results have to be treated with caution when AD competes with other diseases in the political process. In this case WTP questions have to be adjusted. In addition, decision makers in the health care field are often confronted with the problem of how to spend a fixed budget. In this case the opportunity costs of any service expansions are reflected in the benefits that would have been obtained from corresponding service reductions (Shackley and Donaldson, 2000) .
Conclusions
Many industrialized countries are concerned with increasing health care expenditure which is likely to increase due to the growing prevalence of costly diseases such as Alzheimer's disease (AD). Pressure is growing to justify health care expenditure based on an economic evaluation. One approach is the contingent valuation (CV) method. In a survey, people are asked for their willingness-to-pay (WTP) for a nonpriced commodity. There exist different elicitation techniques within the CV framework which may lead to different WTP results. Until now, no elicitation technique has been proven to be superior (Klose, 1999) .
In our study we apply the discrete as well as the continuous CV format (DC and PC). In addition, we use the dissonance-minimizing (DM) format, which gives respondents more than only a yes/no response alternative and screens respondents for their preferences. Specifically, by allowing respondents to support a program regardless of price and allowing them to protest against the payment vehicle, less bias, and therefore lower WTP values are expected than with the DC format (Blamey et al., 1999) .
The aim of our study is to analyze methodological problems in applying the CV method to measure people's values for the outcome of health programs. Our focus is on AD, which is a prevalent, devastating, and costly disease. In the coming decades, as the population segment older than 65 years increases, the economic burden of AD is likely to become even more pronounced. Therefore, we additionally investigate whether three programs against AD should be implemented from a societal point of view. The program 'care' tries to ease some of the strain of informal caregivers. The program 'diagnosis' focuses on early detection of AD, which is required for existing therapies to be effective. The program 'research' intensifies the search for a cure against AD.
Our results confirm that the DC format elicits higher mean and especially median WTP values than the DM format. We conclude that a discrete elicitation technique, which allows screening respondents for their preferences, is preferred to the yes/no response format. However, all approaches of the discrete CV format need strong assumptions about the form of the valuation function, increasing the potential for manipulating WTP values. This is less of a problem if median WTP is used as welfare measure since it does not depend on assumptions about the tails of the valuation function and is, therefore, more robust than mean WTP.
Contrary to the DC and DM format, the PC format does not need to make any assumptions about the valuation function. Regarding the design of the PC format, we use a modified version. Instead of choosing the maximum WTP out of an ordered sequence of bids, respondents have to value each bid. In addition, respondents are given five different responses (yes, rather yes, don't know, rather no, no) allowing them to express a level of voting certainty. This permits us to elicit WTP values depending on respondents' certainty that they would pay the price. Furthermore, the PC format needs assumptions about respondents' maximum WTP values, since they are elicited in form of intervals rather than point estimates and, therefore, they have to be calculated. In a nonfunctional as well as a functional estimation approach we simply set the WTP values at interval midpoints, which may bias results. Therefore, in a third approach we apply a maximum bounded likelihood model where the dependent variable is measured on intervals of a continuous scale.
For all three programs the PC method elicits the lowest WTP values. But even for these values a positive net benefit results when they are compared to the costs. From a societal point of view each of the three programs can be implemented. However, it is not clear whether all three programs should be implemented together. The program 'care' generally generates the highest net benefits and its implementation seems most worthwhile, followed by the programs 'research' and 'diagnosis.'
The literature on cost-benefit analysis in health care is increasing. Our study contributes to solving the puzzle of how to perform CV studies in this area. The different elicitation techniques crucially influence the outcome of the cost-benefit analysis. However, since all programs are hypothetical we are not able to test WTP results for their validity. Therefore, we recommend to elicit a range of WTP values instead of giving a single number. If a single elicitation technique should be suggested, more research is needed on the validation of the different elicitation methods. In particular results of hypothetical CV studies have to be compared to individuals' behavior on real markets. In the calculation of WTP, respondents who choose statement I will be treated as yesresponses, whereas those who support the program but are not willing to pay the price offered (statements 2 and 3) will be treated as no-responses, as well as statement 5. To test for possible protest answers against the payment vehicle respondents who choose statement 4 are given three more statements: Respondents who choose statements 6 or 7 are treated as yes-responses in the calculation of WTP values, whereas statement 8 belongs to no-responses. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%. a Asked as increase in monthly insurance premium, i.e., Bid max per month = CHF 50. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%. a SIBLINGS is dropped from the regression due to collinearity. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%. *,**,*** Coefficient different from zero with an error probability of 5%, 1%, 0.1%.
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Acknowledgment
This study was financially supported by the Swiss National Science Foundation and the Swiss Alzheimer Forum. The entire report can be downloaded at: http://www-vwi.unibe.ch/ publikationen/papers01 e.htm). We would like to thank an anonymous referee for helpful comments.
